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Abstract
Background: Many members of the public have poor mental health literacy. A Mental Health First
Aid training course was developed in order to improve this. This paper describes the training
course and reports an evaluation study looking at changes in knowledge, stigmatizing attitudes and
help provided to others.
Methods:  Data are reported on the first 210 participants in public courses. Evaluation
questionnaires were given at the beginning of courses, at the end and at 6 months follow-up. Data
were analyzed using an intention-to-treat approach.
Results: The course improved participants' ability to recognize a mental disorder in a vignette,
changed beliefs about treatment to be more like those of health professionals, decreased social
distance from people with mental disorders, increased confidence in providing help to someone
with a mental disorder, and increased the amount of help provided to others.
Conclusions: Mental Health First Aid training appears to be an effective method of improving
mental health literacy which can be widely applied.
Background
First aid courses are a well-established way of improving
the public's handling of medical emergencies, but such
courses typically ignore mental health issues. However,
there are several reasons for extending this approach to
mental disorders. Firstly, the prevalence of mental disor-
ders is so high that virtually everyone in the community
can be expected to either develop a mental disorder them-
selves or to have close contact with someone who does
[1,2]. Secondly, the public often have poor mental health
literacy [3]. They cannot recognize specific disorders or
different types of psychological distress and they differ
from mental health experts in their beliefs about the caus-
es of mental disorders and the most effective treatments.
Finally, there is a widespread stigma on mental disorders
which causes an additional burden on sufferers [4]. These
factors lead to delays in recognition and help-seeking,
hinder public acceptance of evidence-based mental health
care, and cause people with mental disorders to be denied
effective self-help and appropriate support from others in
the community [3].
To help overcome these problems, we have devised a first
aid course, called Mental Health First Aid, focusing specif-
ically on mental health issues. We did not believe it was
possible to deal with these issues in adequate detail within
the confines of an existing first aid course. The purpose of
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this paper is to describe the course and report data evalu-
ating its effects.
Methods
Description of the program
This nine hour course is usually delivered as three sessions
of three hours each across three consecutive weeks. Each
participant receives an accompanying course manual [5].
The content covers helping people in mental health crises
and / or in the early stages of mental health problems. The
crisis situations covered include suicidal thoughts and be-
haviour, acute stress reaction, panic attacks and acute psy-
chotic behaviour. The mental health problems discussed
include depressive, anxiety and psychotic disorders. The
co-morbidity with substance use disorders is also covered.
Participants learn the symptoms of these disorders, possi-
ble risk factors, where and how to get help and evidenced-
based effective help.
Five basic steps have been devised as an action plan for
carrying out Mental Health First Aid (see Figure 1). This
action plan is applied to each of the problem areas cov-
ered.
The same instructor (BAK) taught all the courses. Mental
Health First Aid courses have been conducted in two set-
tings: with members of the public who respond individu-
ally to publicity and do courses in the evenings at the
Centre for Mental Health Research, and with workplaces
which request courses during working hours.
Evaluation method
The evaluation reported here was carried out with the first
210 participants in the public courses. These participants
were given questionnaires to self-complete at the begin-
ning of the first session of the course (pre-test), at the end
of the last session (post-test) and were mailed a question-
naire 6 months after completing the course (follow-up).
The questionnaires had an ID number but no name.
The pre-test questionnaire began by asking about the soci-
odemographic characteristics of the participant and
whether they had ever experienced a mental health prob-
lem themselves or whether someone in their family had.
Participants were next asked "How confident do you feel
in helping someone with a mental health problem?" (1.
Not at all, 2. A little bit, 3. Moderately, 4. Quite a bit, 5.
Extremely). This was followed by: "In the last 6 months
have you had contact with anyone with a mental health
problem?" (Yes/ No/ Don't know). If the participant said
"yes", they were asked "How many people?" and "Have
you offered any help" (1. Not at all, 2 A little, 3. Some, 4.
A lot) and "What type of help?" (blank lines were provid-
ed for a description). The next section of the questionnaire
was taken from the National Survey of Mental Health Lit-
eracy [6]. Participants were presented with a vignette of a
person who had either major depression ("Mary") or
schizophrenia ("John"). Because it would have been too
time consuming for participants to answer questions
about both vignettes, they were randomly assigned to re-
ceive one or the other and were given this same vignette at
each assessment. They were asked "From the information
given, what, if anything is wrong with Mary/John" (open-
ended question) and "Do you think Mary/John needs pro-
fessional help?" (yes/ no). Then followed a list of people,
treatments and actions that the person in the vignette
might use and participants were asked to rate each of these
as likely to be helpful, harmful or neither. The list was: a
typical GP or family doctor; a chemist or pharmacist; a
counselor; a social worker; telephone counseling services,
e.g. Lifeline; a psychiatrist; a clinical psychologist; help
from her/his close family; help from some close friends; a
naturopath or a herbalist; the clergy, a minister or a priest;
Mary/John tries to deal with her/his problem on her/his
own; vitamins and minerals; St John's wort; pain relievers
such as aspirin, codeine or panadol; antidepressants; anti-
biotics; sleeping pills; anti-psychotics; tranquillisers such
as valium; becoming more physically active such as play-
ing more sport, or doing a lot more walking or gardening;
read about people with similar problems and how they
have dealt with them; getting out and about more; courses
on relaxation, stress management, meditation or yoga;
cutting out alcohol altogether; counseling; cognitive-be-
havior therapy; psychotherapy; hypnosis; admission to
the psychiatric ward of a hospital; electroconvulsive ther-
apy (ECT); having an occasional alcoholic drink to relax;
a special diet or avoiding certain foods. To score these
items, scales were created showing the extent to which
participants agreed with health professionals about which
Figure 1
Steps in providing mental health first aid
1. Assess Risk of Suicide or Harm 
2. Listen Non-judgmentally 
3. Give Reassurance and Information 
4. Encourage Person to Get Appropriate Professional Help 
5. Encourage Self-Help StrategiesBMC Psychiatry 2002, 2 http://www.biomedcentral.com/1471-244X/2/10
Page 3 of 6
(page number not for citation purposes)
interventions would be useful. For depression, there is a
professional consensus that GPs, psychiatrists, clinical
psychologists, antidepressants, counseling and cognitive-
behavior therapy are helpful, while for schizophrenia
there is a professional consensus that GPs, psychiatrists,
clinical psychologists, antipsychotics and admission to a
ward are helpful [7]. Thus, for the depression vignette par-
ticipants received a score from 0 to 6 according to the
number of these interventions endorsed as helpful, while
for the schizophrenia vignette they scored from 0 to 5. To
equalize the range of scores for the two vignettes, they
were then converted to percentages. The questionnaire
next assessed stigmatizing attitudes using a social distance
scale [8]. Social distance was measured by asking how
willing the participant would be to: Move next door to
Mary/John; Spend an evening socializing with Mary/John;
Make friends with Mary/John; Have Mary/John start
working closely with you on a job; Have Mary/John marry
into your family. Each question was rated on the follow-
ing scale: 1. Definitely willing, 2. Probably willing, 3.
Probably unwilling, 4. Definitely unwilling. Responses
were summed to give a score ranging from 5 to 20. Finally,
the questionnaire asked "Have you ever had a problem
similar to Mary's/John's?" and "Has anyone in your family
or close circle of friend ever had a problem similar to
Mary's/John's?".
Post-test and follow-up questionnaires involved the same
vignette that was randomly assigned at pre-test. However,
the post-test questionnaire excluded the sociodemograph-
ic questions and questions related to personal or family
mental health problems, confidence in providing help
and actual help provided. The latter questions were ex-
cluded because it was believed that 6 months were re-
quired in order to see the effects of the course in daily life.
The follow-up questionnaire was the same as the pre-test
one except that the socio-demographic questions were ex-
cluded.
Ethics
The Chair of the Australian National University Human
Research Ethics Committee advised that the evaluation
work fell under the definition of quality assurance and
therefore did not require formal approval by the Commit-
tee. The methods of evaluation conformed to the Helsinki
Declaration.
Statistical analysis
Scale scores were analyzed by analysis of variance in
which time of measurement (pre, post, follow-up) was a
repeated measures factor and type of vignette (depression
or schizophrenia) was an independent groups factor. Di-
chotomous variables were analyzed using the McNemar
test when two time points had to be compared (pre, fol-
low-up) and Cochran's Q test when three time points had
to be compared (pre, post, follow-up).
The analysis was carried out according to intention-to-
treat principles, so that all persons who completed a pre-
test questionnaire were included, even if they subsequent-
ly dropped out. In such cases, the pre-test score was sub-
stituted for the missing value, so that no improvement
was assumed.
Results
Participants' characteristics
Of the 210 participants who began the course, 190 attend-
ed all three sessions, 14 attended two sessions and 6 at-
tended one session. Some participants who completed the
course chose not to return a questionnaire at post-test or
follow-up. Consequently, questionnaires were available
from all participants at pre-test, 168 at post-test and 166
at follow-up.
Table 1: Characteristics of participants
Characteristic % Frequency
Female 84.3
Age group
18–39 years 23.8
40–59 years 61.2
60+ years 15.0
University degree 44.2
Aboriginal 0.5
English not first language 10.0
Mental health consumer 12.9
Carer of person with mental health 
problem
25.7
Health service provider 31.0
Law enforcement officer 1.0
Educator 12.9
Table 2: Reasons for doing course
Reason % Frequency
Reasons related to workplace 41.6
Reasons relating to family or close 
friends
21.3
Reasons relating to own mental health 
status
6.7
Duty as a citizen 4.8
Just interested 24.3BMC Psychiatry 2002, 2 http://www.biomedcentral.com/1471-244X/2/10
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Table 1 shows the sociodemographic characteristics of the
participants. They were largely middle-aged women and
tended to be well educated. Many were carers or health
service providers. When the health service providers were
asked to state their occupation, the biggest groups were
"support worker/respite care/administration" (n = 29/65)
and "nurse" (n = 15/65). Table 2 shows the reasons stated
for doing the course, with reasons related to the workplace
being the most common.
Perception of mental health problem in self or family
Participants were asked at pretest and follow-up about
whether they themselves had ever experienced a mental
health problem or whether anyone in their family had.
The percentage reporting these increased from 41.4% to
47.4% for self (P = .050, 2-tailed McNemar exact test) and
from 73.4% to 79.0% for family (P = .052).
Recognition of disorder in vignette
Table 3 shows the percent who correctly recognized the
disorder in the vignette, with 104 receiving the depression
vignette and 106 the schizophrenia vignette. For the schiz-
ophrenia vignette, either "schizophrenia" or "psychosis"
was considered correct. For those who received the depres-
sion vignette, performance was close to ceiling and no im-
provement could be found. However, there was
improvement for those who received the schizophrenia
vignette and also when both groups were combined.
Beliefs about treatments
Table 4 shows the mean score on the scale measuring
whether beliefs about treatment are concordant with
those of health professionals. There was a change over oc-
casions for both vignettes with beliefs becoming closer to
those of professionals (significant linear trend in analysis
of variance), but also a tendency for beliefs to revert some-
what at follow-up (as indicated by a significant quadratic
trend).
Social distance
Table 4 also shows the mean score on the social distance
scale. As would be expected, those who received the schiz-
ophrenia vignette expressed greater social distance than
those who received the depression vignette. However, so-
cial distance decreased over occasions for both groups
(significant linear trend in analysis of variance), with
some increase again at follow-up (significant quadratic
trend).
Table 3: Percent correctly recognizing the disorder in a vignette
Type of vignette Pre-course Post-course 6 Month Follow-up P-value1
Depression 91.4 95.2 93.3 .277
Schizophrenia 56.6 76.4 67.9 .000
Both 73.8 85.7 80.5 .000
1 Cochran's Q exact test
Table 4: Changes in beliefs about treatment and in social distance. Mean scores (and SDs) on scales measuring (a) beliefs about treat-
ment that are concordant with health professionals, and (b) social distance from person in vignette
Scale Pre-course Post-course 6 Month Follow-up P-value1
Beliefs About Treatment
Depression 79.65 (25.01) 89.90 (17.90) 87.98 (21.22)
Schizophrenia 74.34 (25.56) 88.49 (17.88) 85.47 (22.17)
Both 76.97 (25.37) 89.19 (17.86) 86.71 (21.69) .000
Social Distance
Depression 8.05 (2.47) 7.48 (2.36) 7.54 (2.28)
Schizophrenia 10.47 (2.83) 9.86 (2.81) 10.02 (3.12)
Both 9.27 (2.92) 8.69 (2.85) 8.79 (3.00) .000
1 Repeated measures analysis of variance. There were no significant interactions with type of vignette.BMC Psychiatry 2002, 2 http://www.biomedcentral.com/1471-244X/2/10
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Help provided to others
Table 5 shows data on confidence in providing help and
actual help provided to others during the 6 months before
the start of the course compared to the 6 months after the
end of the course. Participants expressed increased confi-
dence in providing help. Although they were not more
likely to have contact with someone with a mental health
problem, they reported that relatively more help was pro-
vided. There was also a non-significant trend towards pro-
viding multiple kinds of help, but surprisingly there was a
decrease (non-significant) in the percent advising profes-
sional help.
Discussion
This evaluation has found several benefits from Mental
Health First Aid training. The course improved the ability
to recognize a mental disorder in a vignette, changed be-
liefs about treatment to be more like those of health pro-
fessionals, decreased social distance (stigmatizing
attitudes), increased confidence in providing help to
someone with a mental health problem, and increased the
amount of help provided to others. All these changes were
found with a conservative intention-to-treat analysis. In
this type of analysis, those who did not answer a question-
naire at post-test or follow-up were assumed to show no
benefit from the course.
On the negative side, participants were less likely to advise
seeking professional help when they provided first aid to
someone. Although this change failed to reach the con-
ventional significance level (P = .052), it merits comment
because it is contrary to the training given in the course to
encourage the person with the mental health problem to
seek professional help. A possible reason may be that
some members of the public decided to participate in the
course because they had had recent contact with a person
having a mental health problem. Following the course,
new contacts may have been fewer and hence there was
less opportunity to recommend professional help. One
could imagine, for example, the situation of a family carer
who enrolled in the course to gain better helping skills,
but had no contacts with additional people having mental
health problems following the course. Consistent with
this interpretation, participants reported having contact
with significantly fewer people with mental health prob-
lems following the course. Nevertheless, the participants
reported that the degree of help they provided was greater
after the course.
A potential criticism of Mental Health First Aid training
for the public is that it will lead to the labelling of ordi-
nary life problems as mental disorders. To check on the
possibility of increased labelling, we asked participants
about whether they themselves or members of their fami-
ly had ever experienced a mental health problem. We
found trends towards an increase, with P-values of .050
and .052, which are unlikely to be due to a true change in
lifetime prevalence over a six month period, so must re-
flect increased labelling. However, the increases were
small in magnitude and are appropriate given that many
mental disorders are not recognized and professionally
treated [1].
There are several limitations of the present evaluation
study. The major limitation is the lack of a control group.
There is no reason to expect that knowledge, attitudes and
behavior would improve over time without training.
However, it is possible that repeated testing alone pro-
duced some change or that the participants were biased
towards reporting improvements to please the research-
ers. To overcome this limitation, we are currently carrying
out randomized controlled trials with wait-list control
groups. Another limitation is that the participants were
largely well-educated women. We do not know whether
the findings can be generalized to the broader population.
It is also not known whether the intervention increased
access to care or produced other benefits to people with
mental health problems, since the potential beneficiaries
of Mental Health First Aid could not be directly assessed.
As an approach to improving mental health literacy, Men-
tal Health First Aid contrasts with broad-scale community
Table 5: Changes in confidence and help provided to others
Outcome Before After P-value1
% Feeling confident in helping someone ("moderately", "quite a bit" or "extremely") 62.2% 83.3% .000
% Had contact with anyone with mental health problem2 88.5% 89.0% 1.00
% Provided help ("some" or "a lot") 54.5% 61.9% .036
% Advised professional help 14.6% 9.0% .052
% Gave multiple types of help 45.6% 52.2% .085
1McNemar exact test, 2-tailed 2Although the percent having some contact did not change, the mean number contacted decreased from 6.41 to 
5.26, P = .034 in analysis of varianceBMC Psychiatry 2002, 2 http://www.biomedcentral.com/1471-244X/2/10
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education campaigns such as the Defeat Depression Cam-
paign in the UK [9], the Depression Awareness Recogni-
tion and Treatment (DART) program in the USA [10] and
the TIPS project in Norway [11]. It aims to give more in-
tensive education to a smaller number of interested peo-
ple rather than less intensive education of the whole
community. Of course, these contrasting approaches
complement each other. However, a major problem with
all mental health literacy campaigns is their sustainability.
They require a large amount of government funding and
generally run for only a few years. However, Mental
Health First Aid has the advantage of being potentially
sustainable in the long term. Just like conventional first
aid courses, it can be run on a fee-for-service basis and re-
quires no long-term government commitment. Mental
Health First Aid was initially funded by a grant from the
Australian Capital Territory government, but now that this
has ended the course is being run as a fee-for-service pro-
gram and demand continues, particularly from workplac-
es.
Conclusions
Mental Health First Aid training appears to be effective in
improving mental health literacy. It is an approach which
could be widely applied in the same way as conventional
first aid courses. The present evaluation of Mental Health
First Aid has concerned the first 210 participants in the
public courses. However, the course has been more popu-
lar than these numbers indicate, with approximately 1500
persons trained over an 18-month period out of a total
adult population in the Australian Capital Territory (Can-
berra) of around 230,000 adults. Demand for the course
shows no sign of abating and we believe it would be fea-
sible to train 2% of the adult population. If extended a
whole country, such a course could have a significant pub-
lic health impact.
Competing interests
None declared.
Authors' contributions
Betty A Kitchener developed and taught the Mental Health
First Aid course, co-developed the evaluation question-
naire, collected the data and co-wrote the manuscript.
Anthony F Jorm had input into the content of the Mental
Health First Aid course, co-developed the evaluation ques-
tionnaire, analyzed the data and co-wrote the manuscript.
Acknowledgements
The development of the Mental Health First Aid course was funded by a 
tender from ACT Health and Community Care. The course manual has 
been printed with a generous donation from Jennie Thomas in memory of 
her husband Philip Emlyn Thomas. Claire Kelly set up the data file for the 
evaluation.
References
1. Andrews G, Henderson S, Hall W: Prevalence, comorbidity, dis-
ability and service utilisation. Overview of the Australian Na-
tional Mental Health Survey. Br J Psychiatry 2000, 178:145-53
2. Jenkins R, Lewis G, Bebbington P, Brugha T, Farrell M, Gill B, Meltzer
H: The National Psychiatric Morbidity surveys of Great Brit-
ain – initial findings from the household survey. Psychol Med
1997, 27:775-789
3. Jorm AF: Mental health literacy: public knowledge and beliefs
about mental disorders. Br J Psychiatry 2000, 177:396-401
4. McNair BG, Highet NJ, Hickie IB, Davenport TA: Exploring the
perspectives of people whose lives have been affected by de-
pression. Med J Aust 2002, 176:S69-S76
5. Kitchener BA, Jorm AF: Mental Health First Aid Manual. Canber-
ra: Centre for Mental Health Research 2002
6. Jorm AF, Korten AE, Jacomb PA, Christensen H, Rodgers B, Pollitt P:
"Mental health literacy": a survey of the public's ability to
recognise mental disorders and their beliefs about the effec-
tiveness of treatment. Med J Aust 1997, 166:182-186
7. Jorm AF, Korten AE, Jacomb PA, Rodgers B, Pollitt P, Christensen H,
Henderson S: Helpfulness of interventions for mental disor-
ders: beliefs of health professionals compared with the gen-
eral public. Br J Psychiatry 1997, 171:233-237
8. Link BG, Phelan JC, Bresnahan M, Stueve A, Pescosolido BA: Public
conceptions of mental illness: labels, causes, dangerousness,
and social distance. Am J Public Health 1999, 89:1328-1333
9. Paykel ES, Tylee A, Wright A, Priest RG, Rix S, Hart D: The Defeat
Depression Campaign: psychiatry in the public arena. Am J
Psychiatry 1997, 154:59-65
10. Regier DA, Hirschfield RMA, Goodwin FK, Burke JD, Lazar JB, Judd
LL: The NIMH depression awareness, recognition, and treat-
ment program: structure, aims, and scientific basis. Am J Psy-
chiatry 1988, 145:1351-1357
11. Johannessen JO, McGlashan TH, Larsen TK, Horneland M, Joa I,
Mardal S, Kvebaek R, Friis S, Melle I, Opjordsmoen S, et al: Early de-
tection strategies for untreated first-episode psychosis. Schiz-
ophr Res 2001, 51:39-46
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-244X/2/10/pre-
pub
Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMedcentral will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Paul Nurse, Director-General, Imperial Cancer Research Fund
Publish with BMC and your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours - you keep the copyright
editorial@biomedcentral.com
Submit your manuscript here:
http://www.biomedcentral.com/manuscript/
BioMedcentral.com